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BULLETIN

of the CIVIL AVIATION MEDICAL ASSOCIATION
WINTER 1996

HOOVER: AN EPILOGUE
Bob Hoover has returned to the U.S. airshow
circuit legally. As reported in a last minute "Flash"
in our last Bulletin, the FAA issued him a restricted
Class II medical certificate. That certificate enabled
him to fly his first public airshow in the U.S.A. in
early November. His return to flight status has
since been heralded in the aviation press.
There are several aspects not discussed widely
however. First, his certificate is restricted. He may
not carry passengers for hire. In addition, it is only
good for one year, and then it expires completely.
He cannot continue to use it as a Class III medical
certificate for a second year.
Bob will be obliged to undergo a more thorough examination than simply a routine Class II
examination to obtain another certificate when this
one expires. In other words, the FAA has given
him a certificate, but by no means have they given
him a clean bill of health.
CAMA is not privy to all the details and results
of the examinations, but as physicians, we can
speculate about several aspects. Hoover is now 73,
and Mother Nature's changes with age are inexJ
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orable. No one can repeal her laws. From a physical standpoint, little gets better with age except
our ability to tolerate our own foibles.
The FAA commented that his condition had
"stabilized" when they issued his certificate. In
fact, insiders have privately said that Hoover's
scores on the various cognitive tests not only stabilized, they improved somewhat. What might allow
a pilot to obtain better results on a neuropsychological test battery?
Improved brain perfusion could cause brain
function to get better. A vascular procedure of
some sort; e.g. a by-pass or angioplasty might result
in such a change. Medical treatment for circulatory
problems might also possibly have such an effect.
There is also a learning effect. If one takes the
same or similar tests a number of times, one might
learn enough about them to improve one's scores.
Neuropsychologists debate this point regarding
some cognitive tests however, so it must be considered controversial for the time being.
Toxicity could be involved. One of the most
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(continued on page 8)

LONDON INTERNATIONAL CONGRESS MEETING SUCCESSFUL
The 43rd International Congress of Aviation and Space Medicine was held in London, U.K. during the
22-26 of October 1995. The annual congress, sponsored by the International Academy of Aviation and
Space Medicine, is held at various venues around the world. Many nations compete for the honor of holding the congress. This year, the honor went to the British and their meeting was particularly well-attended.
The meeting site was the prestigious Royal College of Physicians in Regents Park. Those familiar with
London know that this isn't far from Baker Street of Sherlock Holmes fame. More interesting to physicians,
it is also close to Harley Street where many famous physicians continue in the last bastions of private practice in England.
There is a great deal of national pride involved when a country is authorized to hold an international
^-
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EDITORIAL
WHAT PRICE SAFETY?

*

*

There is virtually nothing in life which is without risk. Even taking
a shower carries with it the possibility of a slip and fall. In a sense,
life is a continuous process of evaluating and managing risks and the
cost-benefit of those risks. Aviation is no exception.
The current administration has announced widely in a series of
press releases and "sound bites" that it intends to eliminate all aircraft
accidents. This is certainly possible if it eliminates all aviation. Short
of such an impractical solution however, cost-benefit calculations
should be required. In addition, each regulation change may well
have consequences seldom if ever considered by those making the
new rules.
For example, it would be possible to build an aircraft with far
more crash protection for passengers than is now the case. Capsules
with something like large air bags could be used instead of the current seats. Or a huge ballistic parachute could be built onto an airliner to let it down safely in the case of a structural failure. Both of
these ideas would be so costly however, that no airline could afford
the aircraft so equipped. Even if one could, passengers could not
afford tickets to cover the cost of such an expensive airplane.
In a more practical example, the recent rule changes for smaller
carriers will clearly add to the cost of the tickets. The incremental
increase in safety, if any, will be much more difficult to quantitate
since the accident risk on a given flight is already minuscule.
The cost of the drug and alcohol testing program is another example. It has cost the airlines millions and millions of dollars even
though there has never been a major carrier accident attributed to
use of either. This additional cost is obviously passed on to the passengers in the price of a ticket. (The federal government estimated
that for each positive marijuana test, they spent about $77,000 finding it— an awfully expensive "joint" by any standards.)
The result of each ticket cost increase is found on the highways.
For each price rise, an additional passenger increment forsakes the
airlines and travels in a private car instead. Highway travel in private
automobiles is about 40 times more risky than travel on a scheduled
airliner. Therefore, while the increased costs may have made air
travel marginally safer, they have also driven passengers from the airlines onto the highways— at a risk 40 times higher than if they had
flown.
The bottom line is that the rule-makers need to look beyond their
own parochial interests before writing additional regulations. The
overall safety of the public demands it.

ERRATUM
The previous Bulletin contained an incorrect e-mail address
for Milton Gordon, M.D. It should be GORDON @ MD2.HUJL.
AC.IL CAMA regrets the error.

J

PRESIDENT'S MESSAGE *•
Since the last CAMA Bulletin came out, I've published the counterpoint
to the Experimental Aircraft Association's (EAA) position on medical examinations for recreational pilots— and all other pilots flying within recreational
pilot rules on a given flight. EAA President Tom Poberezny states that more
pilots would fly if the cost of the biennial FAA medical examination were
eliminated.
Obviously the nominal cost of a medical examination every two years
is not the central issue in the argument. The EAA, along with a number of
other "alphabet" pilot advocacy groups, is spearheading the drive to eliminate the medical examination for a substantial fraction of our U.S. pilot population. They claim that
because glider and balloon pilots are not required to have medical examinations, there is no evidence that
a Class III medical examination contributes to aviation safety.
We reminded the EAA that the problem with "self-certification" is two-fold.
First, there is the lack of professional knowledge on the part of layman pilots. In the area of such professional judgment, many pilots don't know what they don't know. For example, very few can discuss
knowledgeably the visual requirements for safe flight. Nor can they determine what central nervous and
musculoskeletal problems might be incompatible with the satisfactory performance of airman duties. In
addition, how many realize the possible side effects of various medications they might be taking and what
relation those effects may have to aviation?
A second and vitally important deterrent to self-certification is a basic human characteristic—denial. We
all have seen this in our own behavior; e.g. going to work with a fever or with almost incapacitating diarrhea. Is there any reason to expect any less denial among pilots?
Human nature requires us to deny that we are aging, have physical handicaps, depend on daily medications, and so on. Consider also the individual with a psychosis. By definition, this individual is seriously ill.
Yet also by definition, this same patient does not recognize that there is a problem. In fact, the problem is
often serious enough that strong medications are usually required and periodic hospitalizations may also be
needed.
In summary, I do not think the proposal to require only self-certification for recreational pilots is a safe
procedure for the public. As your spokesperson, I have gone on record with that position.
Sincerely,
Jarafes L. Tucker Jr., M.D.
4ident, CAMA

ICAO: AN INSIDER'S PERSPECTIVE
ICAO, The International Civil Aviation Organization is actually a subordinate unit of the United
Nations. It performs an extremely useful function in that it standardizes aviation operations world-wide.
A U.S. pilot can thus fly to almost any continent, speak English (American?) and communicate with air
traffic controllers and tower operators there when he arrives. Moreover, the phraseology will be similar
everywhere. For example, clearances will be given with active runway, surface wind, and other information provided as they are in the U.S.A.
This standardization alone makes ICAO worth-while. Imagine the confusion if an international or
intercontinental pilot had to learn every language for every country of intended landing as well as a different way of doing things at each destination! It would be chaotic to say the least. There is no question that such confusion would ultimately result in accidents. (At press time, it appears that just such a
miscommunication in Columbia may have contributed to the tragic American Airlines accident there in
December. - Ed.)
There are presently 186 "contracting states;" i.e. nations which have signed operational agreements
with ICAO. However, there is by no means universal agreement about how aviation should operate in
these various countries. For example, in the U.K., there are five grades of pilots compared with four in
the U.S.A. The British have a grade called a "Senior Commercial Pilot" which has no American counterpart.
The "Age 60 rule" is another area where there is considerable variance. In the U.K. for example,
some airline pilots are allowed to fly beyond age 60 although there are certain restrictions. An aircraft
may only have one pilot over 60 in the cockpit at a time. When one is present, the other pilot must be
under age 60. In other countries, the retirement age for airline pilots is 55. How does ICAO handle
these differences?
Each member country is permitted to file differences between their regulations and those of ICAO.
If those differences are a bit more stringent than ICAO's, there generally is not much of a problem.
However, if they are too far out of line or too lenient, ICAO can object and vote for sanctions for nonconforming nations. This is generally enough of a threat to bring the differing nation into a more reasonable agreement with ICAO standards and recommended practices.
One continuing problem area is the nature of aviation within those 186 countries. For example,
most of the world's general aviation aircraft and pilots are found in the U.S.A. There is also a significant
*}-
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CAMA Vice President and Tulsa neurologist John D. "Jack" Hastings, M.D. has just been elected to the
grade of Associate Fellow in the Aerospace Medical Association. He is also well known to AME's for his
neurology lectures at many FAA seminars. CAMA offers its congratulations to the newest AsMA
Associate Fellow.

(ICAO continued from page 4)

general aviation community in the U.K., France,
Germany, Australia, New Zealand, Mexico and a
handful of other countries.
In fact, some countries have no private aircraft or private pilots at all! The only aviation
activity they may have consists a relatively small
air force and their national airline in which they
take great pride. In some cases, even the national airline is quasi-military since military pilots are
assigned to fly the airliners as a more or less routine tour of duty.
Obviously these size disparities create problems. Each country has one vote. As a result,
votes which concern general aviation may
muster only half a dozen or so supporting
nations out of the possible 186, and yet these
countries represent up to 99% of all the world's
general aviation activity.
Fortunately, the various issues tend to work
out somewhat more evenly in practice. When
ICAO circulates a possible position change, a
new practice, or a new standard, each nation is

asked to submit a response. In the medical area,
such a request normally generates 55-60 replies.
Indeed, the record to date is only 72 replies. In
other words, more than half of all signatory
nations are sufficiently disinterested that they
don't bother to comment on a proposed medical
change or new medical regulation.
Most of the time, the end result is satisfactory. One particularly interesting example was a
U.S. attempt to have ICAO ban smoking on all
airliners world-wide. In spite of pressure from
anti-smoking forces, ICAO refused to be dragged
into that battle. As physicians, we all recommend that no one should smoke. It is nevertheless somewhat overbearing for the U.S. to try
and dictate personal habits and practices for the
entire globe.
The next time we fly internationally, we
should take a moment to think about ICAO and
the behind-the-scenes work it performs. It
makes travel easier for all.

Speakers From The Annual Meeting . . .

Hal R. Conwell, M.D.

Walter Lawrence, M.D.

David W. Mazingo, M.D.

Richard D. Heimbach, M.D. Ph.D.

CERTIFICATION COMMENT DEADLINE POSTPONED
The FAA has pushed its previous 11 December deadline back for comments on its most recent proposed pilot certification changes. The response period extension for Docket # 25910 came at the last
minute. Public comments are now welcome until March 1996 on the sweeping changes intended for
Part 61 pilot certification.
This proposal includes sections of concern to CAMA because it is the one which would drop
requirements for a medical certificate for all recreational pilots. Moreover, pilots applying for higher aircraft ratings would require only a Class HI medical certificate to take the flight test. This would be the
case even though they hold a higher class of license than simply a private certificate. Watch these pages
for future developments.

Medical Exams: Who, How, and Why?
There are roughly 100,000 active student pilots
in the U.S.A. at any given time. At some point during their student period, most are introduced to the
aviation medical examination. They usually wonder
why an examination is needed, and how we
reached the examination system in use today.
These are reasonable questions. For answers, we'll
start with a bit of history.
During WW I, aviation really "took off if you'll
pardon the pun. Wars do that. They push the state
of the aviation art dramatically compared with
peacetime. Within four years, aircraft advanced
from early Wrights and similar rudimentary airplanes to fighters which flew five times faster and
15 times
higher. Bombers carried productive payloads
across the English Channel instead of barely staggering into the air with a pilot and gunner.
Aviation medical examinations developed during
this same period. The location—just west of that
same English Channel.
Early in WW I, British civilians were drafted and
assigned randomly to whatever service needed soldiers at the time. That is, the first man in line
might be sent to the Royal Artillery, the next to the
Royal Hussars, the third to the Royal Flying Corps
and so on. Medical standards were essentially identical for all the military services.
To everyone's surprise, flight training accidents
killed many more aviators than actual combat. In
fact, 60% of all aircraft accidents were found to be
related to physical deficiencies, 30% to pilot mistakes ("pilot error"), 8% to structural or mechanical
failures, and only 2% to combat. It became clear
that ordinary medical standards weren't suitable for
flying. Pilots had to have good vision, quick reactions, and better coordination than required of a
rifleman for example. The U.S. fledgling air service
took note, and profited by British experience.
U.S. military flight training began in earnest
when it became clear that America would enter
WW I. The accident rate remained far too high
however. In the fall of 1917, there was one crash
for every 241 flying hours, and one fatal accident
every 721 hours.
Physicians with special aviation medicine training were assigned to flying units for the first time.
These "flight surgeons" as they were called, were
credited with a dramatic reduction in aircraft accident rates.
After the war, technical progress slowed.
There were so many surplus aircraft and engines

available that there was little incentive to develop
newer models. By the late 1920's however, the
surplus had about dried up, and marked advances
took place. Now familiar names—Ryan, Bellanca,
Curtiss, Lockheed, Douglas, Boeing, Martin, Pratt &
Whitney, Wright, and others—began to appear on
new engines and airframes.
The first US civil aviation licensing regulations
were enacted about 1926. Civil authorities adopted slightly modified military medical standards,
although experienced pilots could be given
waivers. In general however, basic WW I era standards were used for civil airmen during the late
20's and all through the 30's. For example, part of
the medical exam in the 1920's and 1930's included a cardiovascular test called the Schneider Index.
It was finally dropped in 1943 when it became
apparent that it wasn't related to flying ability.
Another 1918 test measured a pilot's ability to
withstand hypoxia, that is, tolerance for high altitudes. WW I aircraft were not equipped with oxygen. Would-be pilots were taken to simulated altitudes in a low pressure chamber, and many applicants did not fare well. In any case, altitude tolerance is a poor substitute for oxygen equipment.
The test was finally dropped when practical oxygen masks and bottles were developed.
(Compared with wartime progress, aircraft
design didn't change much between the two World
Wars. For example, just prior to WW II, U.S. forces
were still flying a few biplane fighters and a handful
of others with open cockpits. Compare that with
the jet fighters just becoming operational at the
end of WW II, the pressurized cabins developed for
bombers, and the swept-wing aircraft already on
the drawing boards. The progress was remarkable.
WW II escalated the demand for pilots. U.S.
forces needed tens of thousands, and they were
needed quickly. The then- existing medical standards were called into serious question for the first
time in years. Careful research changed previous
medical thinking about some, and others were simply dropped because of the press of the war.
Vision standards provide an interesting example.
In the early 1920's, almost all civil aircraft had
open cockpits. So did early commercial airliners
even though passengers rode inside the fuselage in
crude cabins. Pilots felt that they had to "feel" air
currents associated with slips and skids. But open
cockpits also meant that they wore helmets and
goggles.

^-

^

>>• (continued on page 7)

(MEDICAL EXAMS continued from page 6)
The medical standard for uncorrected distant vision in that day was based on aviator's goggles. The
amount of correction which could be ground into goggles thus limited the uncorrected distant vision.
(One limit occurred because goggles sit farther from the eye than spectacles. And of course contact lenses
had not yet been developed for general use. -Ed-^JTherefore, there was no reason to change the uncorrected vision standard.
ors could wear regular spectacles instead of gogClosed cockpits became the norm in th
ecause better correction could now be obtained
gles. The uncorrected vision standard was
while in flight using ordinary gl
experiments including another which involved
With WW II came a number of intJ3cesl|ng
ncorrected vision prior to being selected for flight
vision. Military pilots were /required,, €b ve ^
training. The intense demafid caused a relaxation for a limited period. In a student pilot class where all
had 20/20 vision, 80-85% wbuld 'successfully complete flight training. In a class where the uncorrected
vision was 20/30— even though it was corrected to 20/20 with glasses—some 65% would complete flight
training. In a class with 20/40 vision,' the (Completion rate was 50% or even lower. In other words, the
worse the uncorrected vision, the higher the washout rate even though all trainees had at least 20/20
vision with glasses.
Remember that there was a war on. Pilol§ were needed quickly. There was no time to waste on those
less likely to finish pilot training. From a milita*ry~staad^oint, it^J(PHTmost cost-effective to select only
those with 20/20 vision. This provides the highest probability of successful training completion for each
candidate who starts. Military' flight training costs presently run into the millions of dollars, so it is clearly
in the taxpayers' interest to minimize washouts.
Unfortunately, there are no data about success in combat for those with less than 20/20 vision who
finally made it through flight training. \te just don't know how well or how poorly they did as a group.
Happily that's not something to worry about in civil aviation. Only those with really severe visual problems won't be allowed to fly. Almost anyone who can pass a state driver's license visual examination can
also meet the aviation vision standards. That includes thousands of active pilots with vision problems of
one sort or another. It even includes a handful of airline pilots who are completely blind in one eye.
There was also a school of thought which held that outstanding physical fitness would guarantee success in flight training. Pilot applicants were given stiff physical fitness tests as a result. Studies finally
demonstrated that they did no better than other candidates who were only reasonably fit.
To be continued...

Speakers From The Annual Meeting . . .

Kathleen Yodice, J.D.

Robert L. Wick, Jr., M.D.

David R. Jones, M.D.

Michael Whitaker, M.D.

Wilbur C. Blount, M.D.

Gary E. Crump

H. Stacy Vereen, M.D.

Ernest Nalle, Jr., M.D.

7

(HOOVER: AN EPILOGUE continued from page 1)
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common toxic substances used regularly is alcohol. All physicians know that significant alcohol use causes
brain damage in addition to its other deleterious effects. Moreover, brain function often improves, particularly when alcohol has been the toxicant, after a patient stops such use. Such improvements can continue
for up to a year or more in some cases. The WALL STREET JOURNAL noted that "...Hoover acknowledged
having two drinks a day..." What relation, if any, his daily "two drinks" might have played in his problem
is unknown.
In any case, the Hoover saga appears over for now. Bob's a winner, not the least because whatever his
functional decrement was, it now appears lessened. CAMA is always pleased when someone's health
improves. Let's hope that this is the last word about Bob's medical condition, and that the entire problem
doesn't flare up once more when his current certificate expires.

Speakers From The Annual Meeting . . .

Ralph D. Lach, M.D.

Earl F. Beard, M.D.

Charles Ruehle, M.D.

Eliot Schechter, M.D.

CIVIL AVIATION MEDICAL ASSOCIATION
Corporate and Sustaining Members
The financial resources of individual members alone cannot sustain the Association's pursuit of its
broad goals and objectives. Its forty-five year history is documented by innumerable contributions
toward aviation health and safety that has become daily expectations by the world's flying population.
Support from private and industrial sources is essential for CAMA to provide one of its important functions, that of education. The following support CAMA through Corporate and Sustaining Memberships:
SUSTAINING MEMBERS

James R. Almand, Jr., M.D.
Forrest M. Bird, M.D.
Per-Johan Cappelen, M.D.
John L. Garred, M.D.
Walter R. Lawrence, M.D.
M. Young Stokes, III, M.D.
James L. Tucker, M.D.

Thomas R. Berglund, M.D.
John H. Boyd, D.O.
A. Duane Catterson, M.D.
Francis C. Hertzog, Jr., M.D.
Floyd F. McSpadden, M.D.
Albert van der Waag, Jr., M.D.

Robert L. Beshany, M.D.
Boone Brackett, M.D.
D. Owen Coons, M.D., MPH
William L. Hildebrand, M.D.
Robert L. Shepler, D.O.
M.E. Whittake, M.D.

CORPORATE MEMBERS

Grayson Flying Service, Inc.
Don Booth, President
Denison, Texas
Stereo Optical Company, Inc.
Joseph F. Anders, President
Chicago, Illinois

Rummel Eye Care, P.C.
1022 Willow Creek Road
Frescott, Arizona
S

Percussion Aire Corporation
Dominique Bird, President
Sandpoint, Idaho

CAMA MasterCard® from MBNA America
By now you have received an invitation to take advantage of the MasterCArd® from MBNA
America. CAMA Board of Trustees looked at many companies offering credit cards and selected
the MBNA America to offer to its members. We trust you will apply for a card as this will benefit
the association.
Exclusive benefits available at the touch of your fingers:
* Up to $1,000,000 in common carrier travel accident insurance when you use
GoldPassage Travel Services and your CAMA Gold card.
Up to $3,000 in supplemental lost checked luggage protection when you use your
CAMA Gold card.
Emergency Assistance Referral Network - can provide you with legal and medical
referrals and even help arrange transportation home in an emergency.
Call 1-800-847-7378 for the only card that supports
the Civil Aviation Medical Association - now with NO ANNUAL FEE.
TDD users, call: 1-800-833-6262

CAMA Position On Recreational Pilot Medical
The Civil Aviation Medical Association Board of Trustees at their meeting in Oklahoma City, Oklahoma
on February 10, 1996 approved the following position on "Recreational Pilot" Proposal.
In response to the issue of self certifying by the "recreational pilot", it is every pilot's responsibility to assess his/her medical condition continually in respect to his/her ability to operate an
aircraft. There may be room to support a less restrictive medical process for the "recreational
pilot" but at this time, CAMA holds the position that in order to uphold public safety, all pilots
maintain certain medical requirements and remain subject to periodic medical evaluations.
See "Certification Comment Deadline Postponed" (page 5).

Civil Aviation Medical Association
Board Of Trustee Meeting May 6,1996
Atlanta Hilton and Towers
CAMA will hold its annual board meeting in conjunction with the Aerospace Medical Association on
May 6, 1996 at 10:00am in the Roosevelt Room. The CAMA Luncheon will be in the Cobb/Clayton
room at 12:00 noon. Please make your plans to attend. All members of CAMA as will as non-members are welcome at the meal function.

Open Letter To CAMA
Dear Colleagues and Friends:
I read with great interest the article "Where Are We and Where Are We Going" by Charles E.
Billings, M.D., which appeared in the Fall 1994 issue fo the Bulletin. In particular, I would like to
comment on his statement that "It is only through pressure from CAMA that AsMA will increase
its own activities in support of civil aviation medicine and I think that is needed." I fully agree
with his sentiments but I would add, no pressure is required ~ only a telephone call or a letter.
The Aerospace Medical Association stands shoulder-to-shoulder with CAMA and will do everything within its power to support any and all objectives and/or issues of the civilian aviation community as long as they are consistent with AsMA's constitutional objectives. In fact, the
Association has already taken action in support of many of these issues and I would like to give
you a few examples:
1)

Wrote a position paper endorsing Cockpit (Crew) Resource Management and distributed it to
the FAA and the airlines.

2)

Opposed a proposed government ethics rule which would have imposed restrictions on government employees for holding office, chairing committees or accepting committee
appointments in scientific organizations.

3)

Forwarded a resolution on pilot fatigue to the FAA.

4)

Sent letters of opposition to the House Public Works and Transportation Committee on a
government proposed annual federal fee of $500.00 for all AMEs.

5)

Sent letters to Congress opposing the AME seminar fee.

6)

Adopted and published a resolution calling for no smoking on all airlines flights. (AsMA successfully obtained endorsement of this resolution which was subsequently forwarded to the
FAA and Congress.)

7)

Supported Emergency NPRM sustaining the FAA policy to deny certification solely on the
basis of prescribed medication (if aviation safety is threatened.).

8)

Supported the FAA NPRM on revision of Part 67 (medical standards).

9)

Participated as a partner with the Association of Medical Directors of Acute Respiratory Care
calling for increased accessibility of inflight therapeutic oxygen for airline passengers.

10) Organized a working group to prepare a publication on "Medical Guidelines for Air Travel."
11) Sent letter to the House Transportation Subcommittee strongly opposing the DOT Inspector
General's recommendation to close CAMI.
We have done all of this and we can do more. It only takes a telephone call or a letter from you to
the Home Office to alert us of any pending issues. I will assure you it will receive prompt attention and action as required. I would also encourage you to volunteer for AsMA's Committees
because it is these Committees which usually prepare our responses. Feel free to call the
Committee Chairs directly or contact me and I will assist you.
I look forward to a productive 1996 and to the challenges that face the civil aviation community.
Sincerely yours,
Russell B. Rayman, M.D.
Executive Director
Aerospace Medical Association
10

(LONDON INTERANTIONAL CONGRESS MEETING continued from page 1)

congress. Each host nation organizing committee
tries to outdo its predecessors in the ambience and
style associated with the meeting. In the past, dinners and social events have been held in one of
Amsterdam's world-famous museums amidst
Vermeers and in front of Rembrant's incomparable
"Night Watch," in the Nobel Prize Hall in Stockholm,
and in other equally famous settings from Europe to
the Far East. This meeting was no exception.
Attendees were treated to city tours which highlighted the classic historical aspects of London and
the surrounding countryside. Day tours were
arranged to RAF bases Boscombe Down, and North
Luffenham. Delegates were also invited to tour
British Airways and the CAA at Heathrow Airport.
The scientific papers were from around the
world as well. All papers must be presented either in
English or French, although simultaneous translations
are available in both languages. In some years, the
professional quality of the papers has been somewhat weaker than the splendor of the arrangements.
Happily, it was not the case at this meeting. The
papers were quite well thought out, and for the most
part, included new and interesting data. In addition,
the U.S. Federal Air Surgeon, Dr. Jon Jordan, spoke of
the FAA's present experience with drug and alcohol
testing.
The final banquet was held in the Great Hall,
Guildhall. Once again, those attending were sur-

WINTER BOARD
MEETING

>>

rounded by handsome portraits and paintings by
well known historical artists amidst the great
stone portals of the hall. Coats of arms lent color
to the entire proceedings. The organizing committee is to be congratulated for hosting a truly
memorable congress.
CAMA members should note that the next
International Congress is to be held in Jerusalem
in September, 1996. (See the Notice of Meetings
in this issue for dates and contacts.) This promises to be of unequalled historical and religious
interest to those attending. The meeting will
assuredly include subjects of significant import
for all Aviation Medical Examiners. Watch these
pages for more details as they become available.

Speakers From The Annual Meeting . .

John D. Hastings, M.D.

Stephen L. Carpenter, M.D.

Wanted
Dedicated CAMA members willing to
make further contribution to our education,
public relations, and legislative programs.
Become a Sustaining Member by applying to
the Board and paying One Hundred Eighty
Dollars per year in dues. Your status and dedication as a Sustaining Member will be recognized in CAMA publications and respected by
your peers. Our award plaque will proclaim
to your friends and patients your participation and CAMA's gratitude.

The CAMA winter board meeting was
held in Oklahoma City on February 9th
and 10th. The location was the Hilton Inn
Northwest. The meeting began with dinner on Friday evening the 9th. Formal
sessions were completed on Saturday the
10th at the same location. Twenty members attended. More on the meeting later.
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PLEASE PASS ON TO SOMEONE WHO SHOULD BE A
MEMBER OF THE CIVIL AVIATION MEDICAL ASSOCIATION.
PURPOSE:
"To provide civil aviation physicians with education, representation to government, and a voice within the industry and
the public."
OBJECTIVES:
*> To promote the best methodology for assessment of the mental and physical requirements for civil aviation pilots.
»t» To actively enlarge our scientific knowledge.
•> To advocate, through continuing education, both basic and advanced civil aeromedical knowledge.
»J» To promote professional fellowship among our colleagues from allied scientific disciplines.
«J» To bind together all civil aviation medical examiners into an effective, active medical body to promote aviation safety
for the good of the public.

MEMBERSHIP APPLICATION
REPRESENTATION

•

EDUCATION

•

COMMUNICATION

CIVIL AVIATION MEDICAL ASSOCIATION
P.O. BOX 23864
OKLAHOMA CITY, OKLAHOMA 73123-3864

Pilot

Yes

Aviation Medical Examiner Yes

No

No

NAME

SPECIALTY

ADDRESS
CITY
PHONE

STATE
RAX

Professional Society Memberships

CHECK ENCLOSED ($80.00 U.S. Dollars)
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ZIP

Your Eyes and
Flying
I have one eye that
^ What is glaucoma and is
does not correct to
•*• it disqualifying for fly20/20. Am I eligible for
ing?
Class I medical certificaSimply stated, glaucoma is tion?

Common Questions
About Ophthalmology
by James L. Tucker, Jr., M.D.

Can I get a waiver for
flying if I have surgery
to correct my myopia?

Surgery for the correction of
myopia or Radial Keratoplasty
(RK) is being waivered for Class
I, Class II, and
Class III med"Waivers are granted even
ical exams by
if the applicant is on
the FAA.

too much pressue in the eye(s)
and this increased pressure can
The short
prevent nutrition from entering
answer
is a
the eye by the blood stream (oxygen too) and the nerve tissue qua lifted
" y e s ' .
actually dies.
Ho w ev er,
medication..."
because
the
However, all
The actual physiology is more
complicated than that since "nor- "rule" says both eyes must be visual acuity standards must be
mal" pressures somtimes result corrected to 20/20 you will nec- met, i.e., each eye must correct to
in nerve damage (glaucoma) essarily be asked to have an 20/20 for a Class I medical.
and this is why people past 40 ophthalmological consult.
It is noted that the military is
(frequently the age of onset)
What
will
be
determined
is
should have their eyes examined
not accepting for enlistment or
annually. Somthing less that 4% the cause of your decreased commissioning any applicant
vision
in who has had the procedure. The
of eyes older
one
eye, Air Force is not waivering any
than 40 will
"I have one eye that does not
how
long
it flying personnel who have had
develop glaucorrect to 20/20..."
has
been the procedure. Bottom Line: "We
coma.
present and have enough pilots available
Waivers for flying - Class I, how well you have compensated who have not had the proceClass II, and Class HI are grant- for the reduced eyesight.
dure. "
ed, but:
You will have less problem
The civilian airlines have
1. Visual acuity must meet obtaining a waiver if you have adopted the same attitude. Even
had the condition all your life though the FAA is granting Class
the standards.
2. Intraocular pressures con- (have gotten "comfortable" with I status, the airlines are reluctant
it) as opposed to loss of vision to hire. There are plenty of 20/20
trolled - medically or surgically.
3. Visual field essentially full from a corneal ulcer of recent pilot applicants barring the
origin or such problems as necessity to hire post Radial
(normal)
recent retinal detachment Keratotomy pilots.
surgery
with less than 20/20
Waivers are granted even if
the applicant is on medication to vision post operatively.
control the intraocular pressure.
Dr. Tucker is an ophthalmologist in Abilene, TX. He serves as president
of the Civil Aviation Medical Association and as a consulting
ophthalmologist to the Civil Aeromedical Institute in Oklahoma City.
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CAMA OFFICERS 1996
PRESIDENT

James L. Tucker, Jr., M.D.
PRESIDENT-ELECT

SECRETARY-TREASURER

EXECUTIVE VICE-PRESIDENT

A. Duane Catterson, M.D.

Floyd F. McSpadden, M.D.

James L. Harris, M.Ed.

VICE-PRESIDENT FOR MANAGEMENT

VICE-PRESIDENT FOR COMMUNICATIONS

John H. Boyd, D.O.
Membership
Mark C. Eidson, M.D.
Stephen V.A. Blizzard, M.D.
Constitution/By Laws
John H. Boyd, D.O.
Nomination/Awards
M. Young Stokes, III, M.D.
Corporate Sponsorship
Halford R. Conwell, M.D. J
James R. Almand, M.D.
R.L. Bendixen, M.D.
Jabez Gait, M.D.

John D. Hastings, M.D.
Public Relations
David P. Millett, M.D.
Safety
Stephen J.H. Veronneau, M.D.
Human Factors
Jerry Hordinsky, M.D.
Aeromedical Services
Michael N. Cowan, M.D.
VICE-PRESIDENT FOR REPRESENTATION

John H. Rummel, M.D.
Government-Liaison
I Russell B. Rayman, M.D.
International Activities
T Albert van der Waag, Jr., M.D.
Issues
James R. Almand, M.D.

|

VICE-PRESIDENT FOR EDUCATION

H. Stacy Vereen, M.D.
Scientific Program and AsMA Luncheon
Edward Luchansky, M.D.
Clinical Medicine
Dale G. Johnson, M.D. |
Education/Training
i
William L. Hildebrand, M.D.
Marion C. Wagnon, M.D.
Brent A. Blue, M.D.
Douglas R. Burnett, M.Ed.

BOARD OF TRUSTEES
TRUSTEES (Expires 1996)
Earl F. Beard, M.D.
W. Doughty, M.D.
Mark C. Eidson, M.D.
Jabez Gait, M.D.
JohnL. Garred, Sr., M.D.
Francis C. Hertzog, Jr., M.D.
Ralph D. Lach, M.D.

TRUSTEES (Expires 1997)
Charles A. Berry, M.D.
Wilbur C. Blount, M.D.
Robin E. Dodge, M.D.
William L. Hildebrand, M.D.
Dale G. Johnson, M.D.
David P. Millett, M.D.
Marion C. Wagnon, M.D.
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TRUSTEES (Expires 1998)
James R. Almand, M.D.
DeWayne E. Caviness, M.D.
Jennifer Gegg, M.D.
William H. Krass, D.O.
Walter R. Lawrence, M.D.
W. David Rummel, M.D.
Rodney E.L. Williams, M.D.

WELCOME NEW CAMA MEMBERS * *
Eugene L. Brown, Jr., M.D.
14338 Dorsal Street
Corpus Christi, TX 78412, USA
(512)991-8211 • FAX: (512) 992-1581
Family Practice
AME

Peter R. Richards, M.D.
105 High Street
Somersworth, NH 03878, USA
(603)692-3115
Family Practice

Warren V. DeHaan, O.D.
645 Emporia Road
Boulder, CO 80303-5612, USA
(303) 499-4582 • FAX: (303) 494-1631
Optometrist

Clarence Robison, M.D.
4200 West Memorial Road
Oklahoma City, OK 73120, USA
(405) 755-6549
Surgery

G. Bob Fraley, M.D.
Wiley Post Airport
Hanger 14, Suite 224
Bethany, OK 73008, USA
(405) 483-6968
Family Practice
Jerry L. Gastineau, M.D.
306 Pine Hill Road
Elizabethon, TN 37601, USA
(615) 543-5294
Family Practice

P

M. Susan Rodgman, M.D.
505 South Wildcat Ct.
Hugoton, KS 67951-3201, USA
Family Practice
P AME

P AME

William C. Ghormley, M.D.
4541 Everhart Road
Corpus Christi, TX 78411, USA
(512)852-8255
Family Practice

AME

John G. Jaeger, M.D.
815 South 10th Street
LaCrosse, WI 54601, USA
(608) 782-9760 • FAX: (608) 791-9887
Anaesthesilogist
AME

AME

P AME

AME

Susan M. Santa Cruz, M.D.
1100 North University, #125
Little Rock, AR 72207, USA
(501) 664-1540 • FAX: (501) 663-9665
Internal Medicine
AME
Lawrence Schemel, M.D.
1215 South Thompson
Springdale, AR 72764, USA
(501) 750-3630 • FAX: (501) 751-3308
Family Practice
AME
Annette Sobel, LTC, (M.D.)
P.O. Box 1507
Tijeras, NM 87059, USA
(505) 281-8792 • FAX: (505) 844-6610
Aerospace Medicine
P AME
Robert L. Walton, M.D.
5841 S. Maryland Ave., NC6035
Chicago, IL 60637, USA
(312) 702-4111 • FAX: (312) 702-1634
Plastic Surgery
P AME

James N. Heins, M.D.
3009 North Ballas Road, #100
St. Louis, MO 63131, USA
(314)432-1111 • FAX: (314) 432-7317
Int. Med/Endocriology
P AME
Richard Hurst, M.D.
Columbia Surgical Group
602 N.E. 92nd Avenue
Vancouver, WA 98664, USA
(306) 25^6660 • FAX: (306) 256-0080
Surgery/Hyperbaric Med.
P AME
Joseph A. Intile, Jr., M.D.
16272 South Forsythe Road
Oregon City, OR 97045, USA
(503) 655-2956 • FAX (503) 650-6073
Internal Medicine
P AME
Charles W. Kinzer, M.D.
2003 Medical Pkwy., Suite 100
Annapolis, MD 21401, USA
(410)573-1110
Internal Medicine
Paul F. Nord, M.D.
308 St. Joseph Drive
Bloomington, IL 61701, USA
(309) 663-5050
Family Practice

AME

P AME

Joseph M. Parise, D.O.
1078 South State Street
Dover, D E I 9901, USA
(302) 735-8855 • FAX: (302) 735-1884
Family Practice
AME

REINSTATED MEMBER

J.F. Paulk, M.D.
Rt. #2 Box 210
Enterprise, AL 36330, USA
(334) 894-6366 • FAX: (334) 347-7043
Family Practice
P AME

William B. Lovett, M.D., FACEP
10676 Creeknoll Court
Cincinnati, OH 45242, USA
(513) 891-8250 • FAX: (513) 891-0663
Emergency

Sidney R. Adler, M.D.
10306 Sepulveda Blvd.
Mission Hills, CA 91345-2422, USA
(816) 365-6540
Paychiatry/Neurology
P AME

Terry L. Poling, M.D.
7602 East Harry Street
Wichita, KS 67207-3128, USA
(316)682-7411 • FAX: (316)682-3440
Family Practice
P AME

James R. Matthews, M.D.
6918 Nashville Drive
Lubbock, TX 79413, USA
(806) 799-2969 • FAX: (806) 799-2963
Family Practice
AME

Thomas R. Berglund, M.D.
7901 Angling Rd., Suite B-201
Portgage, MI 49002, USA
(616) 324-8600 • FAX: (616) 324-8601
Family Practice
P AME

Paul W. Terrell, Col, USAF
13238 Airway
Panama City, FL 32404, USA
(904) 871-5454 • FAX: (904) 871-0506
Family Practice
P AME

Edson O. Parker, M.D.
4500 West Oakey Blvd.
Las Vegas, NV 89102, USA
(702) 878-8252 • FAX: (702) 878-9096
Anaesthesilogy
AME

Cory E. Cookingham, M.D.
4260 South Linden Road
Flint, MI 48507, USA
(810) 733-3200 • FAX: (810) 733-8835
Allergy/Immunology
P AME

Robert J. Thomas, M.D.
316 Rockwell Terrace
Frederick, MD 21701, USA
(301)663-6232 • FAX: (301) 663-6287
Surgery/Occupational Hel.
AME

Howard A. Parness, M.D.
8210 Walnut Hill Lane, Suite #810
Dallas, TX 75231, USA
(214) 363-1885 • FAX: (214) 692-7236
Internal Medicine
AME

Charles E. Dooley, Jr., M.D.
261 Orchard Street
Westfleld, NJ 07090-3133, USA
(201) 233-7878
Family Practice

Dennis H. Wessels, M.D.
425 North Santiom Highway
Lebanon, OR 97355-2807, USA
(503) 451-7800
Family Practice

Lyle Koen, M.D.
801 West 38th Street
Austin, TX 78705, USA
(512)451-0103
Ophthalmologist

P AME
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P AME

Note: P - Pilot

AME

MEETING SCHEDULES
FAA AVIATION

ANNUAL CAMA

MEDICAL EXAMINER (AME)

MEETING DATES

SEMINAR SCHEDULES

67th Annual Aerospace Medical
Association Meeting

New Orleans, LA

February 23-25, 1996

Denver, CO

March 15-17, 1996

Oklahoma City, OK

Atlanta Hilton & Towers
Atlanta, GA

...........

Virginia Beach, VA

May 5-9, 1996

April 8-12, 1996

Atlanta, GA

May 6-9,1996

For more information on the AsMA

Baltimore, MD

June 21-23, 1996

meeting, contact:

Minneapolis, MN

August 2-4, 1996

RUSSELL RAYMAN, M.D.

Seattle, WA

August 23-25,1996

Okiahoma City, OK

September 16-20, 1996

ASMA
320 S. HENRY STREET
ALEXANDER, VA 22314

For more information, contact your
Regional Flight Surgeon or:

(703) 739-2240

Oct. 16-20, 1996

New Orleans, LA

Sept. 3-6, 1997

Los Angeles, CA

Sept. 2-6,1998

CAMA will publish specific
information when details
are available.
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK
73123-2864
(405) 840-0199
FAX (4O5) 848-1O53

MR. DOUGLAS R. BURNETT
AAM-400
AEROMEDICAL
EDUCATION DIVISION
P.O. BOX 25082
OKLAHOMA CITY, OK 73125

(405)954-4830/6214

44th International Congress
of Aviation and Space
Medicine
September 8-1 3, 1996
Jerusalem, Israel
For more information
contact:
Secretariat
P.O. Box 50086
Tel Aviv, 61500, Israel

CAMA

Annual Scientific Meeting
October 16-20,1996
Virginia Beach, Virginia
Radisson Hotel
Make your plans now to attend the
Thirty First Annual Scientific Meeting of
the Civil Aviation Medical Association,
in Virginia Beach, Virginia. One day will
be a family day with a tour of Colonial
Williamsburg. Don't miss out on all the
fun, mark your calendar now. -October
16-20, 1996. See you in Virginia Beach.

COLONIAL WILLIAMSBURG
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